To sustain the positive economic trajectory that India has had during the past decade, and to honour the fundamental right of all citizens to adequate health care, the health of all Indian people has to be given the highest priority in public policy. We propose the creation of the Integrated National Health System in India through provision of universal health insurance, establishment of autonomous organisations to enable accountable and evidence-based good-quality health-care practices and development of appropriately trained human resources, the restructuring of health governance to make it coordinated and decentralised, and legislation of health entitlement for all Indian people. The key characteristics of our proposal are to strengthen the public health system as the primary provider of promotive, preventive, and curative health services in India, to improve quality and reduce the out-of-pocket expenditure on health care through a well regulated integration of the private sector within the national health-care system. Dialogue and consensus building among the stakeholders in the government, civil society, and private sector are the next steps to formalise the actions needed and to monitor their achievement. In our call to action, we propose that India must achieve health care for all by 2020.
Introduction Why reform India's health-care system?
The Lancet Series about India draws attention to the challenges aff ecting the health-care system of the world's second most populous country. [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] With the impressive economic growth in India during the past two decades, the political commitment towards the social sector has increased but has not yet resulted in commensurate investments and health gains. Although substantial achievements have occurred in the improvement of population health in India in the 60 years since independence as shown by the doubling of life expectancy during this period, the health outcomes remain inadequate when India is compared with other countries that were at similar economic stages of development at the time of independence; preventable disease burden remains high; health care is far from equitable, accountable, or aff ordable; government health expenditure is very low and has risen only slightly during the past decade; and most spending on health care is paid out of pocket and is rising in cost. Thus, catastrophic health-care expenditures are a major cause of household debt for families on low and middle incomes; indeed, costs of health care are now a leading cause of poverty in India. The country's health system ranks as one of the most heavily dependent on out-of-pocket expenditure and private health care in the world. However, progress has occurred in the past 5 years with new commitments by central and state governments to correct some of these inequities and gaps in health care. The health system in India needs to be reconfi gured if these commitments are to provide optimum benefi ts to the people.
The evidence presented in this Series shows the coexistence of substantial burdens of infectious diseases, 1 reproductive and child health problems, 2 nutritional defi ciencies, 2 chronic diseases, 3 and injuries. 3 India still has unacceptably high infant, child, and maternal mortality rates, and high numbers of premature deaths that are attributable to chronic diseases. The burdens of disability are further worsened by unrecognised and inadequately treated mental illness and the increasing toll of intentional and unintentional injuries. Several adverse social determinants together corrode the health of vulnerable populations, whereas behavioural risk factors like smoking, oral tobacco consumption, and binge drinking of alcohol account for much death and disability. These burdens of ill health are inequitably distributed across geographical, social, gender, income, and educational strata, with substantial diff erences in health indicators between and within the diff erent states in India. Caste, class, and gender are key factors that aff ect not just the occurrence of disease and ill health but also the likely outcomes. Individuals who are poor bear a disproportionate burden of death and disability. The threats to the health of the people of India are being further compounded by the rising risks posed by distal determinants-ie, unequal economic growth, unplanned urbanisation, water and sanitation crises, inequitable global trade, unhealthy trade policies, and climate change. We do recognise that multisectoral actions need to be initiated to favourably change the distal determinants to promote health and prevent disease, and hope that these will receive detailed deliberation in subsequent reports and action. This Series focuses on issues that need to be addressed to achieve a health-care system that ensures health care for all in India. Specifi c action within the health system can begin even while the more distal determinants are being addressed.
Although the Indian economy had high growth rates in recent years (9·4% in 2005-06 and 9·6% in 2006-07, with a consistent 7·0% growth rate even during the period of global economic slow down), according to the Human Development Index India is ranked 134 among 182 countries. 12 India's economic transformation does not seem to have produced tangible improvements in the health of the nation, and the recognition that improvement in health contributes to accelerated economic growth has not led to adequate investment in or improved the effi ciency of health care. The people of India are exposed to a huge variation in health-care services, from one extreme in which the best possible care is provided to a small proportion of the population who can aff ord to pay for these services (now increasingly accessed by people from other countries as a result of medical tourism) to the other extreme in which even basic or essential services and technologies are lacking for a large proportion of the Indian people who are poor and living in rural and urban areas.
Several reasons exist why the health indicators for India have lagged behind those of many other developing countries, including some that are poorer. Immediately after independence, Indian health policy was aff ected by an egalitarian ethos that placed the main responsibility for provision of health care to all citizens on the government. However, lack of political commitment in recognising health as an essential component of human development, shown by consistently low investment, badly formulated policies, and inadequate implementation of programmes, led to inadequate delivery of health care by the public sector. The views of local civil society were not considered in a systematic manner during centralised planning, and neither was civil society substantially engaged in the implementation of the programmes. The private sector, already dominant at the time of independence, grew in an uncoordinated manner, to become the default option in many cases. In an unregulated environment, neither the private sector nor the public sector provided an assurance of quality or access. The recent change towards a liberal market has resulted in a further redefi nition of the role of the government, even in the health sector. The increasing dependence on the private sector, in addition to very weak regulation and corruption, has led to a huge increase in health-care costs with the result that out-of-pocket payments are now one of the leading causes of direct debt and poverty in India. 4 Even though there has been a small increase in the governmental allocations for health in the past few years, the proportions remain very low compared with nearly all the other developing countries. However, even these low • An updated training curriculum should be fully in place for medical and allied professions that is relevant to the situation in India.
• Establish suitable incentive structures to retain health providers in underserved areas.
Health information system
• Have in place a comprehensive health information and surveillance system that covers all major diseases, health-system issues, and key social determinants, which also facilitates assessment of public health interventions.
• Establish adequate research capacity in India to investigate and report key issues that aff ect the health system and policy for further improvements.
• Have in place a fully functional autonomous council that compiles and synthesises relevant information to develop guidelines for evidence-based health care and its assessment.
Drugs and technology
• Implement a national network of pharmacies for generic low-cost drugs for the entire population.
• Establish mechanisms for bulk purchase of patented drugs to make them available at low cost.
• Have in place mechanisms to check and control the use of perverse incentives by pharmaceutical and biotechnology companies for health-care providers.
Governance
• Have in place mechanisms to make functional the components of the National Health Bill 2009. • Have a system in place that requires all middle and senior functionaries in public health to have relevant training in public health.
• Ensure devolution of responsibility for health care to district management systems along with accountability mechanisms and explicit community participation.
Consensus building
• To formalise the mechanisms to achieve universal health care in India and to discuss the implementation of the recommended actions, a national debate involving all stakeholders in India including government, civil society, health professions, private sector, academia, and the media is needed.
funds are often underused or ineffi ciently used by some states. The inadequate absorption capacity of state healthcare systems is largely attributable to a defi ciency in public health and managerial expertise. Until the advent of the National Rural Health Mission, states did not have the freedom that was provided by fl exible funding. This dichotomy, wherein the central government has the mandate and the money for launching national health programmes, whereas the states have the primary responsibility for the implementation of these programmes and the delivery of a wide range of other health-care services, has led to a serious disconnection between planning and implementation. Lack of dependable and aff ordable primary health care for rural populations and the people living in urban areas who are poor, in many states, has been the main manifestation of the absence of a connection. The National Rural Health Mission is a huge initiative that seeks to correct this imbalance in rural areas. It is soon to be transformed into the National Health Mission, with addition of programme components that are related to urban health.
Human resources for health too have been severely defi cient, particularly in rural areas. Shortfalls in training, inequities in distribution, and migration of staff to other countries have worsened these defi ciencies. A doctor-centred approach to health care has led to a systematic underproduction, undervaluation, and underuse of public health professionals, nurses, and community health workers. The quest to use high-tech, specialist-delivered, and hospital-based medical care, with little regard for primary health care or evidencebased practices has worsened the huge health inequities and increased the costs of health care.
These fi ndings help account for the underperformance of India's health-care system. Although central and state governments have taken several ambitious and welcome steps to correct some of these problems, we argue that the time has come for the health-care system to be radically reconfi gured, along with attention to the social determinants of health, if India's health indicators are to rapidly improve and the health inequities are to be substantially reduced.
Call to action
Access to appropriate, adequate, and aff ordable health care is the legitimate entitlement of every Indian citizen during his or her life. We therefore call for a radical transformation of the health-care system to promote equity, effi ciency, eff ectiveness, and accountability in the delivery of health care at all stages through the establishment of the Integrated National Health System in which all major providers-ie, the public and the private sectors and the allopathic systems of medicineare integrated. The Integrated National Health System should have three key goals: ensure the delivery and provision of good-quality health services to all Indian people; reduce the fi nancial burden of health care on individuals; and empower people to take care of their health and hold the health-care system accountable. We call on the central and state governments of India to consider the provision of universal health care by 2020 a cardinal commitment and to implement the Integrated National Health System so as to achieve this objective.
We acknowledge that the broad recommendations contained in this call for action have been presented in one form or another by several expert committees of the government and civil society groups since India's independence. The Bhore Committee report of 1946, 13 and more recently the Jan Swasthya Abhiyan, the Choosing Health report, 14 and the Independent Commission on Health and Development report, 15 as well as others have identifi ed comprehensive primary health care as the highest priority, community-based approach as the key strategy, and equity as the core value that should guide the development of India's health system. Why should the government choose to respond to yet another call for action? We believe that the timing of our call is at a crucial point in India's history in which Panel 1: Reasons why the time is right for universal health care in India • India's economic growth trajectory, in the past few years, has been much more rapid than that in any other country, except China, and has even withstood the recession reasonably well. • India's greatest demographic asset is its young people (about 650 million people are younger than 30 years). However, the ability of these individuals to fully participate in the country's future is seriously undermined by the inability of the health-care system to address their needs. • In two successive national elections, the rural population of India has asserted and given a political mandate for the government to prioritise its needs. This mandate and the continuing frequent reference to health care in electoral campaigns off er an opportunity for radical reforms. Indeed, all major political parties agree that India's health system is in need of reform.
• Diseases spread easily across borders, such as pandemic infl uenza A H1N1 and tuberculosis. Poor health systems and inadequate surveillance might result in India exporting and importing diseases, which could adversely aff ect trade and tourism.
• Global experience shows that universal health care is aff ordable and feasible provided there is sustained public fi nance and strong leadership. In turn, universal coverage generates political and fi nancial commitment to improved health.
• Schemes for universal health care are being attempted in several states or through national initiatives, providing valuable experience on implementation.
• The technological strengths in India and the government's resolve to use these to overcome entrenched barriers in improving governance, exemplifi ed by the Universal National Identity Card scheme, are potential enablers of eff ective health-care delivery.
• The health-care costs, although increasing, are still suffi ciently low so as to allow major reforms at aff ordable cost. With delay, health-care costs will rise and make reforms more diffi cult and costly in the future. • India's health progress is central to the achievement of the overall international development goals-eg, about a quarter of all child deaths in the world occur in India. • India's aspirations as a global player and its rising international status with a free press and globalisation of information mean that the problems of India's health system will receive more scrutiny from domestic and international commentators. Of all the reasons, we believe the most crucial is the increase in the government's capacity to fi nance a universal health-care plan, created by the unprecedented economic growth in addition to the political consensus and public recognition of the importance of investment in health. The current global economic climate also off ers an opportunity to refocus attention on the stewardship role of government, whose responsibility to protect the public interest, through provision of health care, adequate public fi nancing, and eff ective regulation, is being reaffi rmed. Policy makers in India are now more likely to be receptive to the demand that the state should be the guarantor and regulator of universal health care, which would be in recognition of the reality that presently most health-care provision is private. Several initiatives, ranging from major national programmes to state pilot projects, show an increasing commitment towards a strengthened public health sector. Panel 2 shows a few examples of such programmes in India. Although such initiatives are encouraging, many of them have limitations, not least of which is the lack of coordination between them and, ultimately, full collaboration. The time now is right for the government to move to one, comprehensive national framework for the provision of universal health care.
Because of the large presence of the private sector, assessment of its role in the delivery of health services is important and should be guided by principles of equity enhancement. Therefore, comprehensive health insurance that is fi nanced through a combination of public, employer, and private sources, but which ensures provision of health care to all, including the individuals who are poor or disadvantaged, children, and elderly people, would be the way forward. However, the state needs to become the main provider of an increasing share of health services, particularly for rural and underserved communities, and would have to play the lead part in preventive and promotive work. Even with respect to the health services provided by the private and voluntary sectors, the state must act as a guarantor of universal health care by creating and overseeing an integrated health-insurance system that enables the achievement of the right to health for all people in India.
Integrated National Health System
We propose the Integrated National Health System as an overarching strategy for the achievement of the broad goals set out previously. This system should provide free health care at the point of use-consisting of health promotion, disease prevention, and acute, emergency, and chronic care throughout the patient's life. Three guiding principles lie at the heart of our vision for the Integrated National Health System. First, the system should be fi nanced through sources other than out-ofpocket costs, with an increasing share of tax-funded insurance. Second, health care should be provided through the diverse providers who are already active in health care, with substantial strengthening of the public health-care delivery system and increasing integration of private providers and non-medical health practitioners in the system through a regulatory framework that defi nes responsibilities and requires accountability from all providers. Third, although the system supports a national vision with an emphasis on the removal of interstate The National Rural Health Mission was launched in 2005 as the strategic framework to strengthen the public health-care system. This scheme brought with it an infl ux of government funds that were aimed at increasing the outlays for public health from 0·9% of gross domestic product in 2005 to 2-3% by 2012. The National Rural Health Mission aims to revitalise the public sector in health by increasing funding, integration of vertical health and family welfare programmes, employment of female accredited social health activists in every village, decentralised health planning, community involvement in health services, strengthening of rural hospitals, providing untied funds to health facilities, and mainstreaming traditional systems of medicine into the public health system. It covers the entire country, with special focus on 18 states that have fairly poor infrastructure and demographic indicators. About 800 000 accredited social health activists have been selected and are being trained and assigned. The National Rural Health Mission is the most ambitious public health programme in India's history, with several unique components that distinguish it from previous national programmes; most notable is that it is centrally fi nanced but implemented in the districts. An external mid-term assessment of this programme in 2009 has suggested substantial achievements and specialties that still need to be addressed. 16 The Janani Suraksha Yojana launched in 2005 encourages women to deliver in government health facilities or accredited private facilities by providing fi nancial incentives. 17 This conditional cash transfer scheme has the largest number of benefi ciaries for any such programme in the world, estimated to be 9·5 million women giving birth in 2010. This scheme is complemented by a public-partnership programme, initially started as the Chiranjeevi Yojana 18 in Gujarat and now being tested in other states in which private obstetricians are paid to assist women who are poor with their deliveries. Another complementary programme is the Muthulakshmi Scheme in Tamil Nadu that provides fi nancial support before and after the delivery period. Assessments of Janani Suraksha Yojana and Chiranjeevi Yojana have suggested benefi cial outcomes and ideas for improvements.
19-21
The Rashtriya Swasthya Bima Yojna scheme was launched in 2007 by the Ministry of Labour and Employment to provide insurance coverage for treatment in hospital to families below the poverty line. 22 Each eligible family is given a smart card that allows the members coverage up to a limit at either public or private hospitals at a nominal yearly fee that is paid by the benefi ciary. 75% of the yearly insurance premium is contributed by the central government and 25% by the state governments. 22 The scheme includes cashless care in hospital, coverage of pre-existing diseases, and transportation costs. The plan is that this scheme will cover the entire country by 2012-13.
The Jan Aushadhi programme is a public-private partnership, which aims to set up pharmacies in every district to provide quality generic drugs and surgical products at aff ordable prices 24 h a day. The fi rst store opened under this programme was started in late 2008, and 44 stores were functioning throughout India by March, 2010. This programme, involving several stakeholders, has great promise because it aims to provide quality generic drugs at very low cost to individuals who might otherwise not be able to aff ord them.
For more on the National Rural Health Mission see http:// mohfw.nic.in/NRHM.htm For more on Jan Aushadhi see http://janaushadhi.gov.in/ diff erences due to variations in human and other resources, its implementation should be decentralised to districts and lower administrative divisions.
We recognise that this prescription is ambitious, and one that must undergo nationwide consultation, discussion, debate, and analysis to transform it into a plan that is acceptable to all major stakeholders. We note, however, that our prescription is in agreement with the planned Indian National Health Bill (panel 3). Although we have taken into consideration the models that were used in other countries to achieve similar goals, the basis of our proposals are the realities of India's pluralistic health-care system and unique health-care demands (panel 4).
We propose fi ve crucial actions that are needed to achieve the strategies summarised in panel 4. Many of these build on initiatives already implemented, particularly the National Rural Health Mission, or which are being considered by the government.
First, an insurance fund that is suffi cient for provision of health care for all the people in India is a necessity. This fund would have to include fi nancing from public, employer, and private sources. How best this combination is made eff ective to include health-care coverage of individuals who are poor or disadvantaged, children, and elderly people would need to be decided during a discussion with the key stakeholders in India. Private insurance markets are likely to increase in size, but must be tightly regulated to avoid the problems of moral hazards and adverse selection. Public expenditure on health care has to rise from 1% to 6% of the gross domestic product by 2020. Additional revenues for health expenditure should be mobilised through raised taxes on all tobacco products (cigarettes, bidis, and chewable tobacco), alcohol (including locally brewed alcohols), and foods of low nutritional value. The revenues will also have other health benefi ts through a reduction in the use of these products. For the individual, health care at the point of care should be cash-free and easily accessible, but monitored to restrict the risk of abuse. The huge size and complexity of India mean that eff ective health insurance and coverage for everyone will progress initially more in some states than in others. However, the ultimate goal is to scale up coverage to all Indian people in all states.
Second, we call for the establishment of an autonomous council that can help with the generation of evidence to guide practices for health care in the Integrated National Health System and to monitor their implementation. Only evidence-based interventions should be fi nanced through this system. A strong regulatory framework should also be developed to defi ne and monitor the standards of health care. Audits, of both government and private health-care facilities, should be done periodically to ensure adherence to guidelines. Corruption throughout the health system must be rooted out through transparency in health-care transactions, and punitive action should be taken against off enders. The council should develop centres of excellence in health system and policy research with the explicit goals of encouraging innovative solutions for addressing India's health issues. This council should also help with the professional development of all central and state professional organisations to reduce their dependence on pharmaceutical and biotechnology companies. The council should oversee a national health surveillance and information system to ensure that key health status and health-system indicators are collected reliably, collated meaningfully, and synthesised in a manner that allows the performance of the health-care system to be monitored, assessed, and improved.
Third, the development of a policy for the promotion of national human resources for health is urgently needed. It should include the creation of the Indian National Health Service cadre, which consists of not only medical professionals but also non-medical professionals who have been trained in public health. The proposed National Council for Human Resources in Health 25 could help with meeting the health-care system's human-resource needs at an aff ordable cost and ensure that they are equitably distributed. We support the implementation of national standard-setting exit examinations, replacing highly variable local or state examinations. New human-resource health institutions, such as medical, nursing, or allied health colleges, have to be approved on a priority basis only in The Constitution of India recognises the right to life and liberty of every individual. However, the government drafted the fi rst National Health Bill in 2009, 23 six decades after India adopted its constitution, partly in response to civil society activism, with a view to "provide for protection and fulfi lment of rights in relation to health and wellbeing, health equity and justice, including those related to all the underlying determinants of health as well as healthcare; and for achieving the goal of health for all; and for matters connected therewith or incidental thereto". 23 The proposed health legislation goes beyond delivery of health-care services to endorsing health-care rights of every individual. It brings about a change towards a realisation that individuals have an equitable right to health and wellbeing. The draft of the proposed National Health Bill is diff erent from all other health legislations because it is based on the understanding that health care and sound public health are public goods. It encompasses all the tenets of health and health care, including the determinants, and aspires to the goal of health for all. This proposed legislation delineates all rights of an individual with respect to health and health care, while regulating the services provided by health institutions and health-care providers through adequate health-care information and systems for redress. It gives emphasis to the Panchayati Raj institutions and local organisations. The bill addresses the needs of people in society who are marginalised and vulnerable through not just health care but by also addressing the determinants of health. It mandates an assessment of the eff ect on health of every proposed law, policy, programme, project, technology, or a potentially damaging activity, in relation to health, before decisions. The bill envisions protecting the right to aff ordable, inclusive, and portable health care that is accessible, available, acceptable, good quality, and delivered in a non-discriminatory way through transparent and accountable processes by government and private institutions.
districts that are underserved or lacking such institutions. Recruitment and retention of health personnel in the public health-care sector needs to be aided by a system of well thought out incentives that involve remuneration, career track progression, and supportive work environments. The Indian National Health Service, with clear career pathways from primary care through to the health secretary position in the government, might off er a pathway to attract and retain talented professionals within the public health system. Fourth, we call for the collaboration of all health-related ministries or departments with the Ministry of Health and Family Welfare, notably those dealing with women and child development, and with water and sanitation. Although many health programmes might be designed nationally and the Integrated National Health System Service delivery* Goal • Integrate private and public health-care delivery systems Strategies • All health-care institutions and practitioners should be required to register with a national health regulatory agency and make this information available on the internet • Defi ne a rational mix of public and private health-care services to enhance complementarities, and invest in further development of public health-care services including health promotion and prevention services would also provide a national pool of human resources for health, the administration of health care must be completely decentralised through a district-based model, with further devolution of some functions to blocks. Allocation of fi nancial resources in accordance with district plans, accompanied by fl exible spending and accountability mechanisms, will greatly help with such a district model of health administration. Planning and programme management in districts should be supported by systems for integrated surveillance of disease and risk factors, management of electronic information about health, and monitoring and assessment that will enable disaggregated data reporting, analysis, and response planning in the districts. Mechanisms to engage the civil society in a meaningful way would be the key to the success of decentralised governance. Public health personnel, rather than generalist administrators, need to be in charge of health programmes. The remarkable progress shown in the past few decades by Tamil Nadu in improving health services and health indicators has been attributed to the presence of a district public health cadre with managerial responsibilities. 26 Other states like Andhra Pradesh have also announced their intent to create such cadres.
Fifth, we call for the creation of specifi c entitlements for health, using evidence and creating political support, which sustains these entitlements. An example is the small entitlement package for the next 1% of gross domestic product for public expenditure as suggested by the Choosing Health report 14 that was based on merging available evidence with fairness. The options need to be discussed by relevant stakeholders in India to agree on the appropriate entitlement packages. The Indian National Health Bill (panel 3), being considered by the Government 
Conclusions
We propose some targets and timelines to map the milestones for the achievement of universal health care in the table. We chose not to include disease-specifi c targets, such as reduction in infant mortality rate, because we believe that these will be addressed implicitly if our broader recommendations for radical transformation of India's health-care system are realised. We have proposed targets for 2012, 2015, and 2020. We call on India to ensure the achievement of a truly universal health-care system by 2020. Our call to action is ambitious, but also commensurate with India's aspiration to be a leading player on the global stage. We, the members of The Lancet India Group for Universal Healthcare, like many others in this country, believe India can and should move in this direction, and we are committed to working with the Indian Government and other stakeholders to design the implementation plan for the Integrated National Health System, monitor the progress towards agreed goals, and present a report to the nation every 2 years.
We emphasise the urgency with which all of the recommended actions need to be taken if the objective of universal health care is to be achieved by 2020. Restriction of actions in one or some specialties of health care will not suffi ce. Interventions to increase the available health services will help but will have only a small eff ect if interventions are also not undertaken to radically transform the health system. Without mechanisms for health fi nancing, which make health care universally accessible, even improvements in the quality of health services will not be provided to many people in the population. Without action to achieve the major determinants of health for which the locus of control resides in other sectors, actions confi ned to the health-care sector will provide only incomplete benefi ts. All of these actions are unlikely to be initiated or successfully implemented in a sustainable manner if a broad-ranging societal consensus and nonpartisan political commitment are lacking.
We therefore call for a national debate about these recommendations and invite all stakeholders in Indiagovernment, civil society, private sector, academia, and the media-to engage in an active dialogue for making universal health care a shared national goal by 2020. Two recent events make the timing of this call especially opportune. One is the outlining of the health sector priorities by the Health Minister of India, several of which are synchronous with the action proposed in our call. 27 The other is the setting up of a High Level Expert Group on Universal Healthcare by the Planning Commission of India. The secretariat of this group would be at the Public Health Foundation of India, which would help to engage a variety of stakeholders in this call to action. The Public Health Foundation of India partnered with The Lancet in developing this Series, and off ers to help a coalition of all stakeholders to encourage debate about these issues in the public domain. Public health experts and advocates from other countries are also welcome to join this debate because the underlying values for our call to action are universally applicable, the call to action is based on global evidence, and the results of what happens in India will have ramifi cations across the world.
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